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Abstract  
Background: Health insurance reduces impoverishment, inequitable access, and utilization of healthcare attributed 
to out of pocket healthcare expenditure. However, the available evidence on the magnitude and the factors associated 
with the utilization by households is rare, which makes it difficult to take remedial action for its sustainability and 
effectiveness. Therefore, the aim of this study was to assess community based health insurance utilization and the 
associated factors among informal workers in Gida Ayana district, east Wollega Zone, west Ethiopia. 
Methods: A community based cross-sectional study was conducted on 644 households in February 2018. Multistage 
sampling technique was used to select households. Data were collected using pretested and structured questioner and 
analyzed using SPSS Version 22. Bivariate and multivariable logistic regressions were computed to identify the factors 
associated with community based health insurance utilization. A p-value of < 0.05 with 95% confidence interval was 
used to declare the level of statistical significance.  
Results: The magnitude of community based health insurance utilization was 27.5% (95% CI: 23.8, 31.2). Older ages 
(41-50) (AOR=3.26; 95% CI:1.80, 5.90), having formal education (AOR=5.8; 95% CI: 3.38, 10.00), being farmer 
(AOR= 2.9; 95% CI:1.40, 6.00), households with better wealth status (AOR=2.40; 95% CI:1.40, 4.26), disagreement 
on affordability of premium (AOR=0.50; 95% CI:0.27,0.97), good knowledge (AOR=2.30; 95% CI:1.40, 3.85), self-
assessed health status as poor (AOR=4.2; 95% CI:2.20, 8.00) and being neutral on trustworthiness of officials 
(AOR=0.43; 95% CI:0.20, 0.76) had statistically significant association with community based health insurance utili-
zation. 
Conclusion: The magnitude of community based health insurance utilization in this study was low. Older ages, having 
formal education, better wealth status, being farmer, having good knowledge about community based health insurance 
utilization, self-assessed health status as poor and being neutral on trustworthiness of officials were significantly as-
sociated with community based health insurance utilization. The district’s health office should disseminate infor-
mation, deeply discuss the working principles and reduce premiums payments of community based health insurance 
to enhance the utilization. 
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Introduction   
Globally, annual estimates show that 44 million house-
holds (more than 150 million individuals) face cata-
strophic expenditure while 25 million households (more 
than 100 million people) are impoverished because of 
direct healthcare payments. Sadly, over 90% of these 
health related shocks occur in low and middle income 
countries (LMICs) (Xu K et al., 2007), where 90% of 
the global burden of diseases occur, but contribute 
only less than 15% of the global health expenses (Gotret, 
2006). Low and middle income countries are striving 
to reform their health care financing strategies to attain 
universal health coverage with the goals of risk protection 
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and provision of health care services at affordable cost 
(WHO, 2005). Moreover, the world health assembly urge 
the member states to switch to prepayment schemes to 
cover health care cost with the aims of financial protection 
or avoidance of catastrophic and impoverishing health 
expenditure attributed to seeking health care (WHO, 
2010).To these ends, health insurance is supposed to 
provide effective and efficient health services for citizens, 
especially for the poor and vulnerable ones (McIntyre, 
2007). 
Community based health insurance (CBHI) scheme 
utilization has been growing in Sub-Saharan Africa 
and other regions of the world (Bennett, 2004). Its uti-
lization ranged from 1.5 to 2% in Uganda, Guinea, Kenya, 
Cameroon and Benin from 2005 to 2007 (MOH Kenya, 
2006, Soors et al., 2010, Basaza et al., 2007). A higher 
utilizations have been   reported from studies conducted in 
Nigeria (17.9% and 48.4%)  (Soors et al., 2010; Cha-
kova et al., 2008). 
Different associated factors have been identified, among 
these are married marital status (Miana et al., 2016; 
(Kimani et al., 2014) and higher estimated income of 
households (Vellakka, 2013; Gobir et al., 2016).   
The government of Ethiopia has started to address the 
problems of out of pocket (which is 34% in Ethiopia) 
(FMOH, 2014). To improve it, the government has de-
signed CBHI, which enrolls part of the community in 
informal work in rural and urban areas. It is part of the 
government’s broader health care financing reform 
which aims to improve quality, financial access and 
coverage of health services by identifying alternative 
healthcare resources (USAID, 2011). The CBHI pilot 
was begun in thirteen districts selected from four re-
gions (Oromia, SNNPR, Amhara and Tigray) regional 
states in the mid-2011 (FMOH, 2010; FMOH, 2015/16-
2019/20). There was a report of health care utilization 
per capita increase by two fold after CBHI was imple-
mented in these regions (EHIA, 2015). However, there 
is scarce report about the magnitude of its utilization. 
Evidences regarding community based health insur-
ance (CBHI) utilization and its associated factors at 
district and national level are essential for program of-
ficials and decision makers. But it is rare (Mebratie et 
al., 2015). Thus this study was intended to find out the 
CBHI utilization and the associated factors among in-
formal workers in Gida Ayana district.  
Materials and Methods  
Study design and area 
 A cross-sectional study was conducted on household 
heads or spouses with informal work at Gida Ayana 
district, West Ethiopia in February 2018. Gida Ayana is 
located about 430 Km to the west of Addis Ababa. The 
population of the district was 158,782, of whom 49% of 
them were male and 51% of them were female. It is 
one of the district among three districts selected from 
east Wollega zone to pilot CBHI since 2014. It has 28 
kebeles (the smallest administrative unit in Ethiopia) 
and 29,644 households. The district has 22 health 
posts, 5 health centers, 1 hospital and 26 private clinics 
(Gida Ayana District Health Office, 2017). 
Sample size determination and sampling tech-
niques 
The sample size for this study was determined using 
statistical Epi Info 7 Stat calculator computer software 
by double population proportion formula at 95% con-
fidence interval (CI) with 80% power; published re-
port of 67% and 80% CBHI utilization among those 
with income of < 1100 and 1100-4300 Ethiopian Birr 
(ETB) per year (Melaku et.al., 2014); design effect of 
1.5 and 10% none response rate. The final sample size 
was 644. 
Multistage sampling technique was applied to allocate 
the final sample size. Gida Ayana district has 28 kebeles 
and 20% of the kebeles were included as used in other 
previous study (Samuel et.al, 2017). First six kebeles 
were selected by simple random sampling technique. 
Then, the calculated final sample size was proportion-
ally allocated based on total number of households in 
each selected kebeles. Finally, households having in-
formal work were selected by simple random sampling 
using household heads/spouses having informal work 
from  registration  lists of informal  workers  obtained 
from the selected kebele administration (Figure 1).  
Data collection method 
Data were collected by six diploma teachers using a 
pre tested structured questionnaire adapted from Ethi-
opian Demographic and Health Survey (EDHS) and 
Ethiopian Economic Association (EEA) (EDHS, 2016 
and EEA, 2013). The questionnaire contains socio-de-
mographic, health and knowledge about CBHI related 
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questions. The questionnaire was first prepared in Eng-
lish language and translated into Afaan Oromoo by lan-
guage experts, and back translated into English. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Key: G.J-Gaba Jimata, L.G-Lalise Gudina, G.G-Gobu Guda, Gat-Gatira, S.W-Sirba Wadessa and Gut02- Gutten 02 kebele,HH-
Households  
Figure 1:  Schematic presentation of the sampling method to assess community based health insurance utilization 
and associated factors in Gida Ayana District, 2018. 
Data quality control 
The data collectors and the supervisors were trained 
for two days on interviewing techniques, maintaining 
confidentiality and how to administer the questionnaire. 
Five percent (n=30) questionnaire were pretested out-
side of the study area before the actual data collection. 
Based on the findings, vague terms, phrases and con-
fusing questions were modified. The retrieved data 
were checked for completeness daily during the data 
collection and at a stage before the data entry. Double 
data entry was done to avoid or minimize data entry 
errors.   
 
Data analysis 
Data were checked for completeness and consistency, 
coded and double data entered into Epi Data Version 
3.2 and exported to Statistical Package for Social Sci-
ence (SPSS) Version 22 for analysis. Logistic regres-
sions were used to identify the factors associated with 
CBHI utilization. The variables with p-value less than 
0.25 in the bivariate logistic regression were tested by 
multivariable logistic regression analysis. Variable with 
p-values less than 0.05 at 95% confidence interval in 
multivariable analysis were considered statistically 
significant. 
Total sample size 
= 644 households  
Gida Ayana district has 28 kebeles 
G.J 
HH 
800 
 
L.G 
HH 
758 
 
G.G 
HH 
1095 
 
Gat 
HH 
602 
 
S.W 
HH 
1056 
Gut02  
HH 
2325 
 
78 226 102 58 74 106 
Simple random sampling, 20% of kebeles included 
Simple random sampling
Proportional allocation  
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Operational definition  
Community based health insurance utilization: House-
holds that are members of CBHI as verified by their 
renewed membership cards and new CBHI members 
are categorized as utilizers, but those that are not mem-
bers and those households dropped out are categorized 
as non-utilizers of the CBHI (CBHI scheme guide-
line, 2017). 
Good knowledge: Study subjects who scored the mean 
and above on six CBHI knowledge related questions. 
Poor knowledge: Study participants who scored be-
low the mean on CBHI knowledge questions.  
Informal workers: Households whose livelihood de-
pended on agriculture, trade, daily labourer and private 
microbusinesses in rural and urban areas (CBHI 
scheme guide line, 2017). 
Trust worthiness: Measured by five item Likert scale 
and finally merged to three to assess the characteristic.  
Presence of Chronic disease in the household mem-
ber: When one of the household family member had 
disease for more than one month (Melaku et al., 2014). 
Household wealth index: Households were given scores 
based on the number and kinds of consumer goods they 
own. Wealth quintiles are compiled by assigning the 
household score to each usual household member, 
ranking each person in the household population by 
her or his score (EDHS, 2016). 
Ethical consideration   
The study was ethically approved by Institutional 
Health Research Ethics Review Committee of the Col-
lege of Health and Medical Sciences, Haramaya Uni-
versity. Gida Ayana district administrations wrote let-
ter to each selected kebeles in order to facilitate this 
study. The study participants were informed about the 
study objectives, purposes, procedures and enrolled in 
this study after giving their signed consent. 
Results 
Socio-demographics characteristics of the study par-
ticipants  
A total of 631 households participated in the study, 
with a response rate of 98%. The mean and standard 
deviation age of the study participants was 44.60 ± 
11.84 years respectively. The age of respondents ranges 
from 21-78 years. Some of the study participants were 
<40 years (44.8%), male (66.4%), married (90.4%) and 
farmer (68.8%), and unable to read and write (40.7%).  
The mean household family size of the respondents was 
5.94, with SD of ± 2.19 (Table 1). 
Table 1: Socio-demographic characteristic of the study 
participants in Gida Ayana district, 2018. 
Attributes  Categories  Frequency (%) 
Age  <  40 283 (44.8) 
41-50 169 (26.8) 
51-60 124 (19.7) 
>60 55 (8.7) 
Gender  Male 419 (66.4) 
Female 212 (33.6) 
Marital status Married 570 (90.43) 
Separated 21 (3.33) 
Divorced 9 (1.43) 
Widowed 31(4.91) 
Residence  Urban 202 (32) 
Rural 429 (68) 
Occupation  House wife 69 (10.9) 
Farmer 432 (68.8) 
Merchant 109 (17.30) 
Other 19 (3) 
Educational status  Unable to read 
and write 
257 (40.73) 
Able to read 
and write 
223 (35.34) 
Primary 134 (21.33) 
Secondary and 
above 
17(2.7) 
*Other: Carpenter and daily laborer. 
Community based health insurance utilization 
The overall CBHI utilization in this study was 174 
(27.5%). Among those utilizing CBHI, 16 (2.5%) were 
identified as the poorest and sponsored by the govern-
ment. The most common reason for not utilizing CBHI 
was lack of knowledge about CBHI (58%), unafford-
ability registration and premium fees (11.1%) and low 
quality of health care services (8.7%) (Figure 2). 
Among those not utilizing CBHI, 44 (7%) of the house-
holds were reported dropped out of CBHI member-
ship. 
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Figure 2: Reasons for not using CBHI in Gida Ayana district, 2018.  
Factors Associated with CBHI utilization  
In the bivariate analysis CBHI utilization was associ-
ated with the study participants age, sex, household fam-
ily size, educational status, occupation, knowledge on 
CBHI, wealth index, presence of chronic illness in the 
household, self-assessed health status, affordability of 
premium and trustworthiness of the CBHI officials.  
In the multivariable logistic regression analysis: age of 
the household heads, with 41-50 years (AOR=3.26; 95% 
CI:1.80,5.90) and 51-60 years (AOR=6.00; 95% CI:3.18, 
11.30), formal educational level (AOR=5.80; 95% 
CI:3.38, 10.00), farmer in occupation (AOR=2.90; 95 
CI: 1.40, 6.00), good knowledge on CBHI (AOR=2.30; 
95% CI:1.40, 3.85), rich wealth index (AOR=2.40; 95% 
CI: 1.40, 4.26), poor self-assessed household health sta-
tus (AOR=4.20; 95% CI:2.20,8.00) were more likely to 
utilize CBHI. However, the households that disagreed 
(AOR=0.52; 95% CI: 0.32, 0.85) and neutral (AOR=0.15; 
95% CI: 0.09, 0.23) about the affordability of premium and 
disagreed (AOR=0.98; 95% CI: 0.58, 1.662) and neutral 
(AOR=0.39; 95% CI: 0.258, 0.58) about trustworthiness 
of CBHI officials were less likely to utilize CBHI  
(Table 2). 
Discussion 
In this study the magnitude of CBHI utilization was 
27.5%. This finding is similar to report from Mali 
(31%) (Onwujekwe et al., 2009). However is lower 
than findings from Ethiopia; Dimbitchu and Damboya 
(67%), South Achefere (62%), Fogera (38%) (EHIA, 
2015), Deder (35%), Yirgalem Woreda (100%) and 
Thehulder (91%) (USAID, 2014) and abroad in Nige-
ria (48.4%) (Onwujekwe et al., 2009), Ghana (34%), 
Senegal (50%) (Chakova et al., 2008). This difference 
might be due to difference in sociocultural and econ-
omy of the society. 
In this study, the household heads’ age was signifi-
cantly associated with CBHI utilization. Accordingly 
household heads with age group of 41-50 and 51-60 
were about 3 and 6 times more likely linked with CBHI 
utilization respectively. This result is supported by a 
study conducted in Kenya (Kimani et al., 2012). Older 
individuals might have relatively weaker immunity 
and prone to sickness. This might increase the likeli-
hood of using CBHI. However, this study finding is in 
contrary to report from Thehuldere and Debub Bench 
District, Ethiopia (Samuel et al, 2017; Melaku et al., 
2014) where older ages had lower utilization CBHI. 
 In the present study, participants having formal edu-
cation were about 6 times more likely associated with 
CBHI uptake than those with no formal education. 
This finding is consistent with reports from Kenya and 
rural Senegal (Maina et al., 2016 and Jutting, 2003). 
Educated people might understand the benefits pack-
ages, working principles and mechanisms of risk shar-
ing in health insurance which can resulted in increase 
of CBHI. This study revealed that occupational level of 
the respondents had statistically significant association 
with CBHI use. The farmer respondents were about 3 
58%
11.1% 8.7% 7% 6.3% 5.3% 3.6%
 Reasons
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times more likely to use CBHI than the housewives. 
This finding is similar to Edo state of Nigeria (Oriakhi 
et al., 2012).  
 
Table 2: Factors associated with CBHI utilization among informal workers in Gida Ayana district, Oromia region, 
West Ethiopia, 2018.  
 
Variables 
 
Categories 
CBHI  Utilization   
COR(95% CI) 
 
AOR(95% CI) 
  
Yes (%) No (%)   
Sex Male 135(32.2) 284(67.8) 2.10 (1.409,3.156)  1.17(0.65,2.11)   
Female 39(18.4) 173(81.6) 1 1   
Family size < 5 49(18.4) 217(81.6) 1 1   
>5 125(34.2) 240(65.8) 2.30(1.581,3.366)  1.41 (0.85, 2.30)   
Age <  40 38(13.4) 245(88.6) 1 1   
41-50 60(35.5) 109(64.5) 3.50 (2.23,5.649)  3.26 (1.80,5.90) **   
51-60 61(49.2) 63(50.8) 6.20 (3.822,10.196) 6.00 (3.18, 11.30) **   
>60 15(27.3) 40(72.7)   2.40 (1.22,4.795)  2.50 (.98, 6.50)   
Education Formal 
education 
85(56.3) 66(43.7) 5.66 (3.80,8.402)  5.80 (3.38, 10.00) **   
No formal 
education 
89(9.5) 391(81.5) 1 1   
Occupation House wife 13(18.8) 56(81.2) 1.40 (0.649,3.103)   1.50 (0.50, 4.30)    
Farmer 143(32.9) 291(63.1)     3.00 (1.75,5.138)  2.90 (1.40, 6.00) *   
Merchant and 
others 
18 (14.1) 110(85.9) 1 1   
Knowledge on 
CBHI 
Poor 66(17.2) 317(82.8) 1 1   
Good 108(43.5) 140(56.5)    3.70 (2.57,5.34)  2.30 (1.40, 3.85) **   
Wealth index Medium 36(18.3) 161(81.7) 1 1   
Poor 24(15.1) 135(84.9)     0.80 (0.552,1.40)    0.88  (0.4, 1.90)    
Rich 114(58.5) 161(41.2) 3.20 (2.052,4.882) 2.40 (1.40, 4. 26) *   
 
Presence of 
chronic disease in 
the household 
 
Yes 
 
43(35) 
 
80(65) 
 
1.50 (1.016,2.356) 
 
1.40 (0.8,2.67) 
  
No 131(25.8) 377(74.2) 1 1   
Self-assessed 
household health 
status 
Very good 57(21.9) 203(78.1) 1 1   
Good 59(22.1) 208(77.9) 1.00 (0.669,1.526)  1. 16 (0.67,2.00)    
Poor 58(55.8) 46(44.2)  4.50 (2.762,7.300)  4.20 (2.20,8.00 ) **   
Affordability of 
premium 
Disagree 43(36.1) 76(63.9)     0.52 (0.32,0.85)    0.50  (0.27, 0.97) *    
Neutral 49(13.8) 305(86.2) 0.15 (0.096,0.230)  0.24 (0.13, 0.42) **   
Agree 82(48.1) 76(51.9) 1 1   
Trustworthiness 
of CBHI officials 
Disagree 26(33.8) 51(66.2)  0.98 (0.58, 1.662).    1.10 (0.5, 2.30)    
Neutral 40(16.8) 198(83.2) 0.39 (0.258,0.589)  0.43 (0.20, 0.76) *   
Agree 108(34.4) 208(62.1) 1 1   
Significant association ** = P value < 0.001, * = P value < 0.05   
 
This may be due to scheme’s interval of payment which 
is once in a year. The harvesting season might suit for 
the farmer to buy CBHI that suits farmers to buy the 
scheme.  
In the present study participants having good knowledge 
of CBHI were about two times more likely to utilize 
CBHI than their counter group. This finding is supported 
by study conducted in rural Kenya (Maina et al., 2016). 
This may be attributed to the fact that knowledge 
changes the health seeking behavior of the individuals 
and enhances the understanding of the pros and cons 
of the health service program leading to utilization. 
Moreover, the wealth index of the households in this 
study had statistically significant association with the 
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community based health insurance utilization. The 
households in rich wealth index had 2.4 times the 
probability of up taking health insurance. This finding 
was in concordance with studies conducted Ethiopia 
(Melaku et al., 2014) and Kenya (Kimani et al., 2012).  
In this study, household heads that described their 
family health status as poor were about 4 times more 
likely to uptake CBHI compared to those who claimed 
their family health status as very good. This was sup-
ported by finding from this study which indicates 
those hold having chronic diseases in their family have 
more CBHI utilization. But, there controversial report 
from other studies conducted in Ethiopia. for instance 
a report from piloted projects  found that there is no 
evidence of households self-assessment of health sta-
tus has bearing effect on CBHI utilization (Mebratie et 
al., 2015), However , report from Debub Bench dis-
trict found that house households self-reported health 
status has negative association with willingness to join 
CBHI scheme (Melaku et al.,2014). 
Affordability of the premium was negatively associ-
ated with CBHI utilization in this study. The house-
holds that disagreed and neutral with premium afford-
ability were about 50% and 76% less likely to utilize 
CBHI than those that agreed, respectively. This find-
ing is supported by the study conducted by (Samuel et 
al, 2017) in Thewuledere district, Ethiopia. Afforda-
bility issue is related to ability to pay the premium, so 
the households that could not pay the premium fee 
ended up in lesser utilization of CBHI. 
Trustworthiness of the CBHI officials had negative as-
sociation with CBHI utilization. This evidence was 
supported by the study conducted in Edo state of Ni-
geria, where the respondents deterred form participa-
tion in government program were  attributed to lack of 
trust in officials managing the program (Oriakhi et al., 
2012). 
Strength and limitation of the study  
This study was community based which might enable 
the generalization of its findings to the source popula-
tion. However, study participants might had recall / so-
cial desirability bias, since they were asked about past 
events. In addition, most of literatures regarding CBHI 
in developed countries were focused on social health 
insurance which makes comparisons difficult   
Conclusion 
Community based health insurance utilization in this 
study was low. The utilization was positively associ-
ated with relatively older ages, better educated, having 
good knowledge of CBHI, being farmer and house-
holds with better wealth status, self-assessed health 
status as poor, but negatively associated with afforda-
bility of premium and trustworthiness of CBHI man-
agement officials. Therefore, the woreda health office 
and concerned officials to the program should dissem-
inate information about CBHI and self-health assess-
ment in order to improve the awareness of the commu-
nity. In addition, they must work on subsidization of 
premiums payments and take measures on improving 
trustworthiness of CBHI management officials. 
Acknowledgment 
The authors would like to acknowledge Haramaya 
University and MOE for financial support, and Gida 
Ayana administration office and study participants for 
providing information to conduct this study. We would 
also like to thank the data collectors and individuals 
that directly or indirectly participated or contributed to 
the success of this study. 
Competing interests 
We declare that we have no conflict of interest to dis-
close. 
Author’s contribution  
BN, YD and TG designed the study, participated in 
data collection, analysis, interpretation, and write-up, 
drafted the manuscript and critically revised the 
manuscript. All authors read and approved the final 
manuscript. 
References  
Binnendijk, E., Dror, D.M., Gerelle, E., Koren, R. 2013. 
Estimating Willingness-to-Pay for health insurance 
among rural poor in India by reference to Engel’s 
law. Scientific Research journal, 76(9):67-73. 
Chankova, S., Sulzbach, S., Diop, F. 2008. Impact of 
mutual health organizations: evidence from West 
Africa. Health Policy Plan, 23(4): 264–276. 
Cofie, P., De Allegri, M., Kouyate´, B., Sauerborn, R. 
2013. Effects of information, education, and com-
munication campaign on a community-based health 
insurance scheme in Burkina Faso. Global Health 
Action, 6(1): 20791. 
19
          Community Based Health Insurance Utilization and Associated Factors
Negash et al.                                             East African Journal of Health and Biomedical Sciences, Volume 3 (2): 13-22 
 
  
 
 
Community Based Health Insurance scheme guide 
line. 2017. Oromia Regional State, Addis Ababa, 
Ethiopia.  
De Allegri, M., Sanon, M., Sauerborn, R. 2006b. To 
enroll or not to enroll: qualitative investigation of 
demand for health insurance in rural West Africa. 
Social Science Medicine, 62(6):1520-1527.  
De Allegri, M., Sauerborn, R. 2007.Community based 
health insurance in developing countries. BMJ, 
334(7607):1282-1283. 
De Allegri, M., Sanon, M., Bridges, J., Sauerborn, R. 
2006a. Understanding consumers’ preferences and 
decision to enroll in community-based health insur-
ance in rural West Africa. Health Policy, 76(1):58-
71. 
Dong, H., De Allegri, M., Gnawali, D., Souares, A., 
Sauerborn, R. 2009. Drop-out analysis of commu-
nity-based health insurance membership at Nouna, 
Burkina Faso. Health Policy, 92(2-3):174-9. 
Dror, D.M., Hossain, S.A., Majumdar,A., Perez Koehlmoos, 
T.L., John, D., Panda, P.K. 2016. What factors affect 
voluntary uptake of community-based health insurance 
schemes in low and middle-income countries? A 
systematic review and meta-analysis. PLoS One, 11 
(8):e0160479. 
Dror, D.M., Radermacher, R., Koren, R. 2007. Will-
ingness to pay for health insurance among rural and 
poor persons: Field evidence from seven micro 
health insurance units in India. Health Policy, 
82(1):12-27. 
Central Statistical Agency and ICF. 2016. Ethiopia 
Demographic and Health survey, Addis Ababa, 
Ethiopia, and Rockville Maryland USA, July 
2017. Available at 
https://dhsprogrm.com/pubs/pdf/FR328/FR328.pd
f. Accessed on October 12/2017. 
Ethiopian Economic Association Poverty Dynamics, 
Health Shocks and Coping Strategies in Ethiopia. 
Household  Questionnaire  (April  2013 ).Second 
follow up Survey. (Obtained  through  email com-
munication). 
Ethiopian Health Insurance Agency. 2015. 
Evaluation of Community-Based Health Insurance 
Pilot Schemes in Ethiopia. Available from 
https://www.hfgproject.org/wp-con-
tent/uploads/2015/05/CBHIEvaluation-5-
2015.pdf. Accessed October 6, 2017. 
FMOH. 2010. Health Sector Development Prgramme 
IV: 2010/11-2014/15. http://phe-ethio-
pia.org/admin/uploads/    Accessed on July 
16/2017. 
FMOH. April 2014. Ethiopia’s Fifth National Health 
Accounts. Addis Ababa, Ethiopia. 
https://www.hfgproject.org,2014/04. Accessed on 
Jul 22/2017. 
FMOH. 2015/16-2019/20. Health sector 
transformation program (HSTP). 
www.moh.gov.et,documents, 
https://www.globalfinancingfacility.org/ethiopia-
health-sector-transformation-plan-2015/16-
2019/20. Accessed on July 22/2017.  
Gamble-Kelley, A., Diop, F., Makinen, M. 2006.Ap-
proaches for scaling up community-based health fi-
nancing schemes. Bethesda, MD: Partners for 
Health Reform plus Project. Cambridge. Abt Asso-
ciates Inc. https://www.ncbi.nlm.nih.gov/pmc/arti-
cles/PMC3909694/ accessed on 21/2017. 
Gida Ayana woreda Health Office. 2017. Health Man-
agement Information System report. (Obtained 
through personal communication). 
Gobir, A.A., Adeyemi, A.O., Abubakar, A.A., Audu, 
O., Johua, I.A .2016. Determinants of Willingness 
to Join Community-Based Health Insurance 
Scheme in a Rural Community of North-Western 
Nigeria. E-publication ahead of print. African Jour-
nal of health economics, AJHE-2016-000:1-9. 
https://pdfs.seman-
ticscholar.org/ab5b/7fd7dcb71511ad22c1e044528
748cbb18203.pdf?_ga=2.154770424.1157844045.
1574335611-624996295.1563783803. 
Gotret, P.E., Schieber, G. 2006.Health financing re-
visited: a practitioner’s guide. World Bank Publi-
cations Washington. Available at 
http://www.ncbi.nlm.nih.gov/pmc/arti-
cles/PMC4293143/.Accessed on 10/07/2017. 
Jacobs, B., Bigdeli, M.,van Pelt, M., Ir, P., Salze, C., 
Criel, B. 2008. Bridging community-based health 
insurance and social protection for health care-a 
step in the direction of universal coverage?. Tropi-
cal Medicine International Health, 13 (2):140-143. 
Jutting. 2003. Health Insurance for the Poor?  Determi-
nants of Participation in Community-Based Health 
Insurance Schemes in Rural Senegal, OECD Devel-
opment Centre, working paper no 204. https://gsdrc.org. 
Accessed on12/102017. 
20
Negash et al.                                              
 
  
 
 
Kimani, J.K., Ettarh, R., Kyobuntungi, C., Mberu, B., 
Muindi, K. 2012. Determinants for participation in 
health insurance program among residents of urban 
slum of Kenya, Nairobi, results from cross sec-
tional survey. BMC Health service research, 2012 
(12):66.  
Kimani,J.K., Ettrah, R., Warren, C., Bellos, B. 2014. 
Determinants of health insurance ownership 
among women in Kenya: evidence from the 2008–
09 Kenya demographic and health survey. Interna-
tional Journal for equity in health, 13(46): 27. 
Knaul, F.M., Arreola-Ornelas, H., Méndez-Carniado, 
O., Bryson-Cahn, C., Barofsky, J., Maguire, R. 
2006. Evidence is good for your health system: pol-
icy reform to remedy catastrophic and impoverish-
ing health spending in Mexico. Lancet, 368(9549):1828-
41. 
Kusi, A., Enemark, U., Hansen, K.S., Asante, F.A. 
2015. Refusal to enrol in Ghana’s National Health 
Insurance Scheme: is affordability the problem. In-
ternational Journsal for Equity in Health, 
17(14):2. doi: 10.1186/s12939-014-0130-2. 
Kuwawenaruwa, A., Macha, J., Borghi, J. 2011.Will-
ingness to pay for voluntary health insurance in 
Tanzania. East African Medical Journal, 88(2): 55-
64. 
Lu, C., Chin, B., Lewandowski, J.L., Basinga, P., 
Hirschhorn, L.R., Hill, K., Murray, M., Binag-
waho, A.2012. Towards universal health coverage: 
an evaluation of Rwanda Mutuelles in its first eight 
years. PLoS One, 7(6):e39282. 
Macha, J., Kuwawenaruwa, A., Makawia, S., Mtie, G., 
Borghi, J.2014. Determinants of community health 
fund membership in Tanzania: a mixed methods 
analysis. BMC Health service research, 14(538):1-
11 
Maina, J.M., Kithuka, P., Tororie, S. 2016. Percep-
tions and uptake of health insurance for maternal 
care in rural Kenya: a cross sectional study. Pan 
African medical journal, 34(1):15.  
McIntyre, D. 2007. Learning from experience: 
Health care financing in low and middle income 
countries. Global Forum for Health Research,Ge-
neva.https://books.google.com.et/books?isbn=082
1380079. Accessed on 12/10/2017. 
Mebratie, A. D, Sparrow, R., Alemu, G.,  Bedi, A. S, 
Yilma, Z. 2015.Enrollment in Ethiopia’s Commu-
nity-Based Health Insurance Scheme. World De-
velopment, 74(C):58-76. 
Melaku, H., Shimeles, O., Berhane, M. 2014.Willing-
ness to join community-based health insurance 
District, Bench Maji Zone, Southwest Ethiopia. 
BMC Public Health, 14(2014):591. 
Mills, A., Ataguba, J.E., Akazili, J., Borghi, J., Garshong, 
B., Makawia. S. 2012. Equity in financing and use of 
health care in Ghana, South Africa, and Tanzania: im-
plications for paths to universal coverage. Lancet, 380 
(12):126-33.http://dx.doi.org/10.1016/S0140-6736 
(12) 60357-2. 
Ministry of Health. 2006. Joint Program of Work and 
Funding: 2006/07-2009/10 for the Kenya Health 
Sector. In: Secretariat HSR, editor. Nairobi. 
https://www.ncbi.nlm.nih.gov/pmc/arti-
cles/PMC4885689/ accessed 12/9/2017. 
Mulupi , S., Kirigia , D., Chuma , J. 2013. Community 
perceptions of health insurance and their preferred 
design features: implications for the design of uni-
versal health coverage  reforms in Kenya. BMC 
Health Services Research, 2013 (13):474. http://
www.biomedcentral.com/1472-
6963/13/474. 
Odeyemi, I. 2014. CBHI programs and the national 
health insurance schemes of Nigeria challenges to 
uptake and integration. International Journal for 
Equity in Health, 2014(13):20http://www.equi-
tyhealthj.com/content/13/1/20. 
Onwujekwe, O., Onoka, C., Uzochukwu, B., Okoli, 
C., Obikeze, E., Eze, S. 2009. Is community-based 
health insurance an equitable strategy for paying 
for healthcare? Experiences from southeast Nige-
ria. Health Policy, 92(1):96–102. 
Oriakhi, H.O., Onemolease, E.A. 2012. Determinants 
of Rural Household’s Willingness to Participate in 
Community Based Health Insurance Scheme in 
Edo State Nigeria. Studies on Ethno-Medicine, 
6(2): 95-102. 
Panda, P., Chakraborty, A., Dror, D.M., Bedi, A.S. 
2014. Enrolment in community-based health 
insurance schemes in rural Bihar and Uttar 
Pradesh, India. Health policy and planning, 
29(8):960-974. 
Samuel, G.W., Gashaw, A.B., Solomon, A.W. 2017. 
Community based health insurance and communi-
ties’ scheme requirement compliance Thehuledere 
district, North east Ethiopia: cross sectional com-
munity based study. ClinicoEconomics and Out-
comes Research, 2017 (9):353-359. 
21
           Community Based Health Insurance Utilization and Associated Factors
Negash et al.                                             East African Journal of Health and Biomedical Sciences, Volume 3 (2): 13-22 
 
  
 
 
Sarker, A.R., Sultan, M., Mahumud, R.A., Ahmed, 
S., Islam, Z., Morton, A., Khan, J.A.M. 2017. De-
terminants of enrolment of informal sector work-
ers in cooperative based health scheme in Bangla-
desh. PLoS ONE, 12(7):1-12. 
Shafie, A. and Hassali, M. 2013.Willingness to pay for 
voluntary community-based health insurance: find-
ings from an exploratory study in the state of Pe-
nang. Social Science & Medicine, 96 (2013):272-
276 
Soors, W., Devadasan, N., Durairaj, V., Criel, B. 
2010. Community Health Insurance and Universal 
Coverage: Multiple Paths, Many Rivers to Cross. 
World Health Report. 
http://www.who.int/healthsys-
tems/topics/financing/. Accessed on October 
6/2017 
Sudhir Chaitra, M., Deepa, K. 2015. Determinants of 
Health Insurance in rural population of South In-
dia. Indian Journal of forensic and community 
medicine, 2 (3):172-175. 
USAID. 2011. Ethiopia Health Sector Financing Re-
form. http://pdf.usaid.gov/pdf_docs/pdact293.pdf.   
Acessed on 12/10/2017. 
USAID. 2014. Ethiopia’s Community-based Health 
Insurance: A Step on the Road to Universal 
Health Coverage, Ethiopia. https://partici-
pedia.net/en/cases/community-based-health-insur-
ance-Ethiopia. Accessed on12/102017. 
Vellakka, S. 2013. Determinants of Enrolment in 
Voluntary Health Insurance: Evidences from a 
Mixed Method Study, Kerala, India. International 
journal of financial research, 4 (2):99-107. 
WHO. 2005. Sustainable health financing, universal 
coverage and social health insurance      58th 
(13.16).www.who.int, cov-whasolution5833. Ac-
cessed on 12/09/2017. 
WHO. 2010. The world health report: health sys-
tems financing: the path to universal coverage. 
http://www.who.int/healthsystems/top-
ics/financing/healthreport/whrbackground/en.  
Accessed on 12/9/2017. 
Xu, K., Evans, D.B., Carrin, G., Aguilar-Rivera, 
A.M., Musgrove, P., Evans, T. 2007.Protecting 
households from catastrophic health spending. 
Health Affairs, 26(4):972-83. 
Xu, K., Evans, D.B., Kawabata, K., Zeramdini, R., 
Klavus, J., Murray, C.J. 2003. Household cata-
strophic health expenditure: a multicountry analy-
sis. Lancet, 362(9378):111-7
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
22
